Health screening has been shown to have beneficial effects on health outcomes in adults with intellectual disability. However, the nature of the population, which makes it difficult to recruit, has meant past studies have been relatively small and effect estimates unstable. This study conducted a pooled analysis of two randomised trials and one cohort study, containing a total of 795 participants. Use of a simple, low-cost screening tool produced substantial increases in health-promotion and disease-prevention activity, when compared with usual care.
INTRODUCTION
People with intellectual disability have much unrecognised disease and inadequate health promotion. [1] [2] [3] Barriers to providing satisfactory health care include difficulties gaining access, short consultation times, and communication difficulties. 4 Beneficial effects of health screening in adults with intellectual disability have been reported; [5] [6] [7] however, recruitment in this population is difficult, 4, 8 and individual studies have been small and effect estimates unstable. This study has addressed this by conducting a pooled analysis to assess the overall benefits of health screening for adults with intellectual disability.
METHOD
The Medline, PsycINFO, EMBASE, and CINAHL databases were searched to identify studies from articles published between 1980 and 2009. The terms: 'intellectual disability', 'trial OR study OR control', 'adults', and 'short health screening OR health assessment' were used. To be included, the study population had to be adults with intellectual disability, include a prospective intervention with a comparison group, and have allocation occurring at GP level or higher, to guard against carry-over effects within general practice. Two randomised trials were found, 6, 7 and one cohort study. 5 One study investigating the effect of repeated screens was excluded due to allocation occurring within general practice. 9 Original data were obtained from each included study.
Post-intervention unadjusted 1-year cumulative incidence was calculated for all outcomes. A multi-level mixed-effects logistic regression was used to compute the odds ratios and 95% confidence intervals of achieving a healthrelated event in the health-screening group compared to the usual care group, with adjustment for clustering and study.
How this fits in
People with intellectual disability have much unrecognised disease, inadequate health screening, poor health, and relatively short life spans. Benefits of health screening, including increased short-term health-promotion and diseaseprevention activity have been reported, but individual studies have been small. Stronger evidence for health screening could contribute significantly to promoting good health in this population. Participants who received the intervention were individually matched on age, sex, and ability with adults from the neighbouring locality. The health screen used was The C21 Health Check. 10 Nurses extracted data from GP notes, then interviewed and examined participants before reviewing the findings with a GP to formulate recommendations. Randomisation clusters were groups of participants who shared a GP. Interventions were a CHAP health screen and a health diary. There was no interaction between interventions, so health outcomes among those screened were compared with those receiving usual care, ignoring whether they received a diary. In all studies, clinical outcomes were collected from medical records at 12 months postintervention. In studies 2 and 3, data were extracted using the same variable definitions. Where these were compatible to those used in study 1, data were pooled. A disease diagnosis was defined as new if it had not been noted previously in the GPs' records or specialists' letters. In studies 2 and 3, data extractors were masked; in study 1 they were not.
The pooled analysis provided data on 407 adults assigned to receive health screening and 388 who received usual care. Fifty-eight per cent of Table 1 . Number (%) of sensory deficits and health-promotion and diseaseprevention actions, with pooled odds ratios (OR) and 95% confidence intervals, and odds ratios for each included study.
intermediate steps towards better health, and it is not possible to say adults with intellectual disability will consequently achieve better health over their life course. Nevertheless, the trend to improved healthcare practice suggests health screens are likely to provide real benefit. Repeated screens are likely to magnify benefits.
9

Strengths and limitations of the study
Heterogeneity of results is probably largely due to chance: the two larger studies were conducted by the same team, the major difference being participants' accommodation setting. The study by Cooper and colleagues involved more intensive intervention, which may have led to the increases in new diagnoses for some diseases. 5 There is unlikely to be any bias due to differential attrition, as follow-up rates were excellent, and randomisation and matching limit problems of confounding. These results are likely to be generalisable to a wide range of adults with intellectual disability in high-income countries, as study participants are quite representative of such populations.
Implications for clinical practice
In clinical practice, the use of a simple, low-cost, screening tool has obvious appeal, although to minimise time commitments these tools may require multidisciplinary support. It is likely that specific mental health screening would identify more neuropsychiatric and behavioural problems. Within
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participants were male, 69% had mild or moderate intellectual disability, and the median age was 37 years (range 19-79 years). Overall, a greater proportion of males than females received health screening (55% versus 47%); there was no difference in age or level of disability. The intervention group generally received far more sensory testing and provision of healthpromotion or disease-prevention activities (Table  1) . Notably, there were increases in vision (odds ratio [OR] 4.2; 95% confidence interval [CI] = 2.3 to 7.4) and hearing (OR 10.8; 95% CI = 3.4 to 34.3) tests performed and problems identified, as well as in key immunisations, obesity recording, and women's health screens. Typically, odds ratios varied by study, with wide and overlapping confidence intervals. For activities embedded in day-to-day practice, differences were less marked. Overall clinical activity and disease detection increased with screening, although neither notably nor significantly for most individual diseases (Table  2) . No adverse effects from use of the screening tool were reported.
DISCUSSION
Summary of main findings
Participants who received health screening experienced substantial increases in clinical activities conducive to beneficial health outcomes. This occurred even though the screen was applied as a 'one-off' process, with no other changes in health provision. Most of these changes are just 
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